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Editorial Comment 
How Do Cardiologists Fit in 
Managed Care?* 
THOMAS H. LEE, MD, MSc, FACC 
Boston, Massachusetts 
That cardiovascular specialists in the 1990s have to prove their 
value is ironic because we live in what is truly a golden age of 
cardiology. Cardiovascular therapies have been shown in ran- 
domized trials to prolong life and improve functional status. 
However, this era is also one of transition in other ways. Global 
economic competition has forced the major purchasers of 
health care--business and government--to seek ways to re- 
duce costs. 
As power has shifted from the providers of health care to its 
purchasers, considerable discussion has focused on whether 
these changes are good or bad, and who the "villains" might 
be. Accusations of greed have been leveled at insurers, busi- 
ness and, of course, physicians. The tone of these debates may 
be shifting, however, as increasing numbers of physicians 
become involved with managed care. In a recent survey of 
1,961 members of the American College of Cardiology, for 
example, 76% reported at least one relationship with a health 
maintenance organization or preferred provider organization 
(1). This survey revealed wide variability in attitudes toward 
managed care among cardiovascular specialists, but the data 
demonstrated that many physicians are accepting and adjusting 
to the changes. Some even consider managed care an improve- 
ment. 
If cardiologists are learning how to work with managed 
care, has managed care learned how to work with cardiolo- 
gists? Restriction of direct access of patients to subspecialists i  
a basic strategy of most managed care plans--and a major 
concern of cardiovascular specialists about managed care (2). 
The use of "appropriateness" criteria to determine whether 
patients can be referred to specialists or admitted for proce- 
dures is now widespread. Do these utilization management 
systems actually improve efficiency? Or do they just lower 
short-term costs by erecting barriers between patients and the 
subspecialty care that they need? 
There are few data on this question, but common sense and 
recent research support the expectation that patients with 
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serious cardiovascular syndromes benefit from subspecialty 
care. In this issue of the Journal, Borowsky et al. (4) describe 
a series of patients who, according to the criteria developed by 
an expert panel, were not only appropriate for coronary 
angiography--this procedure was considered necessary for 
these patients because of evidence that the patient's outcome 
would be better with a more invasive strategy compared with 
medical therapy alone (3). These patients were asked whether 
they had a regular source of care during the time of their test, 
and, if so, whether that provider was a cardiologist or cardiol- 
ogy clinic. After adjusting for socioeconomic and clinical 
differences between patient groups, those with a cardiology 
regular source of care were significantly more likely to undergo 
coronary angiography within 3 months (52% vs. 38%, p = 
0.05). In short, the data indicate that cardiologists are less 
likely to "underuse" coronary angiography for patients highly 
likely to benefit from the procedure. 
Methodologie limitations. Before embracing the Borowsky 
et al. study as "proof" that cardiologists deliver better care 
than noncardiologists, everal features of the study design 
should be noted. The study was too small and limited in scope 
to compare outcomes for patients, so there is no proof that 
these high risk patients actually lived longer or healthier lives 
if they received their care from cardiologists. Furthermore, the 
study included only patients who were met criteria for "neces- 
sity" for coronary angiography. 
How would cardiologists and noncardiologists compare in 
the use of coronary angiography in the much larger population 
for whom indications for coronary angiography are equivocal 
or inappropriate? A reasonable hypothesis that cardiologists 
recommend coronary angiography more often than noncardi- 
ologists regardless of whether the indications are compelling or 
marginal. If so, the question is, Do cardiologists know more 
about coronary syndromes or do they just have a lower 
threshold for recommending angiography? 
Probably both are true. In a survey of knowledge of the 
efficacy of myocardial infarction therapies, Ayanian et al. (4) 
showed that generalists are less knowledgeable than cardiolo- 
gists about findings from recent research. Intemational data 
from the Global Utilization of Streptokinase and Tissue Plas- 
minogen Activator for Occluded Coronary Arteries (GUSTO) 
trial (5) show that outcomes after acute myocardial infarction 
appear to be better in the United States with its subspecialist- 
and procedure-intensive style of care. 
However, other data also show (6) that cardiologists use 
resources more intensely than generalists. Cardiologists do not 
all practice alike, of course, and should therefore not be 
branded as unavoidably costly. In one survey of diagnostic 
practices (7), cardiologists from various settings were shown 
case summaries of patients with chest pain and then rated the 
patients as to the need for an exercise thallium scintiscan and 
for coronary angiography. The health maintenance organiza- 
tion (HMO) cardiologists recommended thallium scintigraphy 
less often than the community or university hospital cardiolo- 
©1995 by the American College of Cardiology 0735-1097/95/$9.50 
0735-1097(95)00343-3 
JACC Vol. 26, No. 6 LEE 1493 
November 15, 1995:1492-3 EDITORIAL COMMENT 
gists. Community cardiologists were more likely to recommend 
coronary angiography than university or HMO cardiologists. 
Searching for a new paradigm. Managed care organiza- 
tions are also heterogeneous, and many are actively struggling 
with a complex problem: how to bring the value offered by 
subspecialists to patients while holding down the costs of care. 
To my knowledge, no organization i the country truly believes 
it has solved this problem, but some basic principles are 
emerging. 
One is that the real goal of an effective provider organiza- 
tion is not to keep patients away from subspecialists; rather, it 
is to keep the low risk patient away from inpatient nursing care 
and procedures from which that patient is not likely to benefit. 
This goal is consistent with a definition of quality of care that 
matches patients' needs with resources. In short, systems of 
care must develop strategies that allow rapid access to subspe- 
cialists for patients who are likely to benefit from subspecialty 
care and procedures. 
A corollary of that principle is that patients who are not 
likely to benefit from a subspecialist hould receive their care 
from a primary care physician. The same methodology that was 
used to assess "necessity" of further treatment in the report by 
Borowsky et al. (3) has yielded appropriateness criteria that 
are being used to determine which patients undergo coronary 
angiography and other procedures (8). These appropriateness 
criteria have been criticized as imperfect "tests" that, like any 
other test, have a false positive and false negative rate (9). 
Note that only -50% of the patients in the study by Borowsky 
et. al. received coronary angiography within 3 months even if 
they received their regular care from a cardiologist. The other 
50% of patients who did not undergo angiography presumably 
had less compelling need. These data probably reflect the 
tendency of appropriateness criteria to err on the side of 
approving the procedure--no surprise because cardiovascular 
specialists played a prominent role in the development of these 
criteria. 
Despite their imperfections and inherent biases, these 
appropriateness criteria remain the best tool available for 
assessing the need for various medical services. As a tool they 
should be seen as neither the friend nor enemy of cardiovas- 
cular specialists. Because the use of such criteria is inevitable in 
any managed care system, cardiovascular specialists should 
actively participate in their development, modification for local 
use and day-to-day interpretation. 
Appropriateness criteria from published reports or from 
vendors cannot address all issues. Guidelines are proliferating 
for care of patients with clinical syndromes, uch as unstable 
angina and acute myocardial infarction, but these publications 
do not usually address the simple question of who should 
administer the guidelines. Can all primary care physicians care 
for patients with unstable angina? Is a cardiologist required to 
follow the published guidelines? Physicians must work with 
their organizations toaddress these questions, and the answers 
are likely to vary from site to site. 
Evolving roles. The role of the cardiologist can be expected 
to be the subject of considerable experimentation in the years 
ahead. For example, some health maintenance organizations 
no longer allow primary care physicians to order exercise tests 
or cchocardiograms. If they want such tests for their patients, 
they must refer the patient o a cardiologist who will perform 
these tests if appropriate. (The cardiologists in such settings 
are capitated, and therefore do not have a financial incentive to 
perform the tests.) The rationale behind this strategy is that 
cardiologists are more likely to know when to use cardiology 
tests and what to do with the results. In effect, the cardiologist 
is functioning as a gatekeeper for cardiovascular technology. 
Will this strategy work? Perhaps, and it should be evaluated 
as scientifically and rigorously as any new cardiovascular 
intervention. This strategy and others cannot be discarded 
simply because they are different from practice in the past. 
Regardless of the results, the clear message from such initia- 
tives is that managed care is evolving, and cardiovascular 
specialists must be sufficiently flexible to evolve with it. No one 
should question whether cardiologists "add value"; the issue is 
how to get that value to the patients who need it as efficiently 
as possible. Cardiologists are most likely to have a steady flow 
of patients if their organizations are successful in winning and 
keeping large contracts. To do so, these organizations will need 
low costs but good patient outcomes as well. Neither of these 
goals can be accomplished unless the organization and the 
subspecialists collaborate to turn appropriateness criteria from 
simple barriers to channels that help high risk patients reach 
the resources that they need. 
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